In this study, we reviewed 82 patients who sustained combined fractures of the acetabulum and pelvic ring. This group was compared to two similar cohorts of patients with isolated fractures of the acetabulum or pelvic ring.
Anatomic reduction of the acetabular surface is critical for good long term outcome. In evaluation of the accuracy of acetabular fracture reduction, we found that initial accurate reduction of the posterior pelvic ring injury was essential.
Take home point: Patients who sustain combined displaced fractures of the acetabulum and pelvic ring represent a more serious injury that includes the resuscitative challenges of severe pelvic fractures coupled with the challenges of precise acetabular fracture reduction. These patients should therefore be referred to a trauma center with expertise in managing the "deadly duo" of combined pelvic and acetabular fractures. 
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Case of the Month
This 24-year-old male was a restrained driver involved in a T-bone motor vehicle collision with significant intrusion into the driver's side. He was initially seen at an another hospital and transferred to Denver Health, a Level I Trauma Center, for management of his acetabular fracture.
He was initially managed by both the General Surgery Trauma team and the Orthopaedic team at Denver Health. He underwent emergent pelvic angiography with embolization of his left internal iliac artery. In addition to bilateral clavicle fractures and a lung contusion, he sustained a both column acetabular (hip socket) fracture.
The acetabulum (hip socket) can fracture in a number of different patterns. The both column pattern is perhaps the most complex of these injuries. In the both column injury no portion of the joint surface remains connected to the intact posterior ilium.
His condition stabilized and he underwent open reduction and internal fixation of his acetabular fracture through both anterior and posterior approaches four days following his injury. His postoperative course was unremarkable. He remained touch-down weight-bearing on his right leg for three months and then was progressed with physical therapy to full weight-bearing. He is now able to walk unassisted.
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